There are some important points to this letter, however, particularly regarding what is referred to as the non-medicalisation of bereavement.
Anterior glenohumeral dislocation
EDrrOR,-I would like to make a few comments on the very informative article by A Gleeson on shoulder dislocation.' I am one of the many people who reduce shoulder dislocation without injections of drugs but I do not choose this method for physician convenience. It is possible to achieve pain free reduction of the dislocation within a few minutes of the patient's arrival in the accident and emergency (A&E) department without the use of injected drugs. It simply needs explanation, reassurance, a quiet room, use of a simple relaxation or hypnosis technique, and gentle manipulation.
Relaxation reduces muscular spasm and therefore pain. Entonox given before manipulation promotes relaxation.
The fact should be emphasised that most dislocations can be reduced without use offorce and that traction is not necessary. The patient should be informed of this as it helps them to relax. It may take 10 minutes of slow movement to achieve reduction but in a relaxed and confident patient this procedure can be pain free.
It The author replies I agree with Mr Lannigan that it is indeed possible to achieve a relatively pain free reduction of a dislocation within a few minutes of the patient's arrival in A&E without the use of injected drugs by encouraging the patient to relax and to avoid sudden painful movements of the arm during manipulation. As a minimum though, I would recommend that all patients should be offered a trial of Entonox which will certainly facilitate the reduction process in the majority of cases. It is probably unwise to attempt reduction of an anterior glenohumeral dislocation without prior radiography as there may be a medicolegal battle over whether a fracture evident on a postreduction film was present before reduction or occurred as a result of the reduction manoeuvre. Four hundred and two potential protocols were identified of which 280 were deemed essential for every department.
While protocols may enhance quality of care, save time, make medical practice more focused and scientific and reduce litigation, they may also produce more "cookbook" type medicine, inhibit free thinking, and make deviation from protocols open to litigation. Will delay in initiating treatment due to protocol consultation not jeopardise a patient's critical condition? Will it be possible for a junior doctor, or even a senior one, starting in the A&E department to study and remember all protocols and practise accordingly? By practising protocol based care in the A&E department are we not admitting that that training or experience or supervision (or all three) are lacking?
The results of our survey, because of the large numbers of protocols involved, suggest protocol based emergency care will be difficult. It is therefore even more important that training is improved and supervision readily available in A&E departments. 
Fire
ED1TORt,-On Sunday 5 October 1997 at 3.00 pm we were working in our emergency department at the Derbyshire Royal Infirmary, Derby. The fire alarm sounded and we completely evacuated the department into the car park. We quickly sent one very ill patient to
